Eighteen patients with a clinical impression of a complex fistula in ano, had anal endosonography to delineate the anatomy of the fistula track and identify associated areas of sepsis. The clinical impression of a complex fistula was refuted by endosonography and subsequent surgical exploration in two cases. Horseshoe tracks were identified in nine (50%) patients and fluid collections, not evident on clinical examination were identified in eight (45%) patients. Accurate identification of the internal opening with a 7 MHz transducer was possible in two (11%) cases. External sphincter damage was evident in four (22%) patients. Surgical findings matched endosonographic appearances in all but one case (94%). Anal endosonography is an accurate and minimally invasive method of delineating the relation of fistula tracks to the anal sphincters and identifying deep areas of sepsis in relation to such fistulas.
Surgical treatment of a fistula in ano can be unrewarding because of recurrence'-3 and the development of faecal incontinence as a result of iatrogenic injury or anal sphincter damage by chronic sepsis.i To minimise the incidence of these complications, a method of delineating the anatomy of the fistula track will complement clinical assessment and examination under anaesthesia by an experienced surgeon and possibly help in the choice of treatment -that is, excision of fistula track, seton drainage or a combination of the two. 7 Various methods have been used to predict the course of fistula tracks. Goodsall's rule has been reported to vary in accuracy.8'-0 Fistulography, on the other hand, has been wholly disappointing.'1 More recently, anal endosonography has been shown to define the nature of the anal sphincters and permit the identification of perianal sepsis with accuracy. 12 This study reports on our experience with the use of ultrasound to assist in the surgical treatment another level of the anal canal, was seen in four patients (Fig 5) . Findings on anal endosonography matched operative findings in all but one case (95%). The surgeon considered previous knowledge of fistula anatomy helpful in 16 of 18 cases (89%). In the two where anal endosonography did not contribute, a single intersphincteric fistula track was encountered in each case.
OPERATIVE ASSESSMENT
Examination under anaesthesia, showed 20 internal openings, 11 horseshoe fistulas, and a total of 37 fistula tracks. Although the perianal region was inflamed, there was no evidence of pointing in the perianal skin or anorectal mucosa, which suggested the presence of a fluid collection.
Discussion
This study confirms the findings of other workers who have shown that anal endosonography is useful in identifying the anatomy of complex fistulas in ano."1 In addition, we have shown that complex fistula tracks with horseshoe connections or purulent collections, or both are commonly associated with recurrent fistulas in ano. In a few patients, however, recurrent symptoms may arise from a simple -that is, a single track, fistula.
Deep seated collections can be difficult to locate even during an examination under anaesthesia, where scar tissue or induration from previous surgery and concurrent inflammation can mask such collections, which do not possess external manifestations such as pointing. Indeed, anal endosonography was not only helpful in identifying the latter but also provided useful evidence of a supralevator extension of such collections, where irregular hypoechoic areas at the level of puborectalis were seen to continue in a cephalad direction until acoustic contact was finally lost in the lower rectum.
Identification of the internal opening continues to pose problems for anal endosonography using a 7 MHz transducer with image magnification. There is little doubt, however, that this will be overcome by the use of higher frequency transducers, which possess superior near image quality.'3 Identification of internal openings by ultrasound in this study was poor and differed considerably from those ofChoen et al. The most probable reason for this were the criteria used in ultrasound diagnosis of an internal opening. While a breach of the mucosa was considered the only feature by which an internal opening was diagnosed in this study, Choen et al'4 used several secondary features, such as a defect in the circular or longitudinal muscles of the anal canal to make such a diagnosis. In our experience, hypoechoic areas amid the circular and longitudinal muscle layers were often confused with fistula tracks.
Another area in which ultrasound was unhelpful was at the anal verge, where a horseshoe communication was missed. In retrospect, this was because of misinterpretation but other workers have also reported poor imaging quality of anal endosonography at this level, particularly of submucosal fistula tracks. 14 Septic damage to external anal sphincter was seen in four patients. Although Law et al'2 point out that interpretation of sphincter destruction may not be accurate because of acoustic shadow arising from inflammation or fluid collection, we found these changes throughout the circumference of the sphincter muscle. This is more probably a result of sphincter damage. While endoanal ultrasound has been found to be useful for assessing fistulas in ano in this and other studies, it should not be considered an alternative to a thorough clinical evaluation in these patients. Indeed, the experienced clinician can identify the components of a fistula track with a high degree of accuracy. 14 Anal endosonography is a useful investigation that complements preoperative clinical assessment of fistulas in ano by providing clear anatomical detail ofthe fistula track in relation to the anal sphincters. The mobility of the apparatus permits endosonic assessment of fistulas in the operating theatre. This could help minimise sphincter damage particularly with the less experienced surgeon, by aiding the choice of surgical treatment. A fistula track affecting minimal muscle can be safely excised but, where the bulk of external sphincter muscle is affected, it is best treated by seton drainage followed by seton fistulotomy. In the absence of underlying pathology such as Crohn's disease or diabetes mellitus, complex horseshoe communications together with occult collections of purulent fluid identified by ultrasound, were the main features associated with recurrence. 
